Tilley: Case of Chronic Dacryocystitis
Dr. BANKS DAVIS: I have seen a good number of cases of the kind, and I think that if the chancre is at the junction of mucous membrane and external skin of the lip, there will be an enormous collar of glands, so that the case may be mistaken for mumps. If it is on the inner side-i.e., mucous membrane-there will not be the same glandular involvement, and the glands will be soft. (December 3, 1915.) Case of Chronic Dacryocystitis cured by West's Intranasal Operation after Failure by External Operation.
By HERBERT TILLEY, F.R.C.S.
MRS. E. was operated on by the external method by an ophthalmic surgeon three and a half years ago for chronic suppuration in the right lachrymal sac. A suppurating external fistula remained. On July 27, 1915, I performed West's operation, and last week received a letter from the patient saying " I am better than I have been for six years."
(By West's operation is understood the exposure of the lachrymal sac in the nose, and the removal of the greater portion of its inner wall; in the large majority of cases the stricture is at the junction of the sac with the lachrymal canal, and hence the operation provides permanent drainage into the nasal cavity above the stricture.)
DISCUSSION.
Dr. DUNDAS GRANT: It is an admirable result, and I should like to ask whether Mr. Tilley has any information as to what the external operation was, whether it was complete excision of the sac or possibly an imperfect one?
Mr. HOWARTH: I have operated upon about a dozen such cases, and the result is extremely satisfactory. Ophthalmic surgeons say that sometimes after these operations you still get a mucocele and some discharge through the canaliculus, owing to the lower part of the sac being left and bulging down. This can be overcome by taking away the upper part of the duct as well as the sac, and I do that in my cases now. I have had no untoward results, and certainly the cases have done well.
Dr. PATERSON: In two cases I have had there has been some closure of the opening after the operation. Both of them were cases of syphilis, and I think it well definitely to ascertain whether syphilis is present in such cases, and, if so, to make a large opening. In both my syphilitic cases, which closed afterwards, I made a much larger opening. I used the small punch-forceps which Dr. Watson-Williams employs for enlarging the entrance to the frontonasal duct. Another difficulty I have met with occurred also in a syphilitic case, in which considerable retraction and bony change had taken place. The position of the sac is sometimes determined, and one can combine it with Toti's operation; I have done it in two cases, with very satisfactory results. Another instance where I had the same difficulty occurred in a man who had a very severe injury, his face being driven in, and so the position of the sac was very difficult to determine. We started inside, and found the bone was so thick, and it was so indefinite, that we did an external operation at the same time, and by combining them we secured a very good result.
Dr. JOBSON HORNE: It is interesting to note how long it takes for a scientific suggestion to become generally known and adopted. Speaking from memory, I think I am right in stating that as far back as the eighteenth century an English surgeon pointed out that dacryocystitis could be successfully treated by an operation performed through the nose.
Major KENT HUGHES: In former years I did a good deal of eye work, because in Melbourne, specialities are not so sharply divided as here. Some of the failures of West's operation may be due to the fact that ophthalmic surgeons make false passages in these cases more often than they know. I say this advisedly, because for several years I have tried to cure this condition by making a new mucus-lined tube for the lachrymal duct, dissecting the whole sac and duct out. I placed a hollow tube surrounded with mucous membrane in the lachrymal groove. It answers very well at the time, but it is difficult to get enough tissue there to prevent subsequent contraction. I suggest that when the rhinologist fails in curing the lachrymation it may be due to the f?ct that there are two or three false passages in the upper part of the tract.
Mr. TILLEY (in reply): I was asked, in the other room, " How do you know exactly where the sac is when you look up the nose ?" There is an easy way of finding it, namely, to take a pair of forceps with biting edges, such as we use in detaching the tissues covering the capsule of the tonsil. Pass one arm of the forceps outside the nose till the end rests on the lachrymal sac; the other arm is passed up within the nose and, by pressing it towards the outer arm, a small blood spot can be made which will reveal the situation of the sac inside the nasal cavity.
